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PLAN INFORMATION

Prescription Advantage
Your Plan for Atfordable Prescriptions

Thank you for your interest in Prescription Advantage. This booklet contains an overview of Prescription
Advantage and an Application Form with instructions. It is important to read and understand all sections
of this booklet before completing and submitting the Application Form. When your submitted Application
Form is approved, you will be enrolled as a member of Prescription Advantage.

B Overview

Prescription Advantage is a prescription drug insurance plan administered by the Commonwealth of
Massachusetts Executive Office of Elder Affairs. Prescription Advantage is available to all Massachusetts
residents age 65 or older, as well as younger individuals with disabilities who meet income and employ-
ment guidelines.

Prescription Advantage members pay premiums, deductibles and co-payments based on their gross
annual household income. The Rate Schedule Guide on page 3 lists premium, deductible and co-payment
rates for Prescription Advantage effective July 1, 2004.

Prescription Advantage, unlike many other plans, places an annual out-of-pocket spending limit on the
amount you pay toward your prescription drugs in deductible and co-payment amounts. Your annual
out-of-pocket spending limit is based on your gross annual household income. The Rate Schedule Guide
on page 3 lists the annual out-of-pocket spending limits for Prescription Advantage effective July 1, 2004.

Prescription Advantage covers most outpatient prescription drugs, including insulin and disposable
insulin syringes with needles. The drugs on the formulary (the list of drugs available to members) are
categorized into three levels: generic, brand-name drugs and additional brand-name drugs. Generic
drugs have the lowest co-payment; additional brand-name drugs have the highest co-payment.

If you have any additional questions about Prescription Advantage, please call customer service Monday
through Friday, 9 a.m. to 5 p.m. at:

1-800-AGE-INFO (1-800-243-4636), press “1”
TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing

This Application Form is available in other formats upon request.
Assistance for non-English speakers is available.

o+ 1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing




PLAN INFORMATION

M Joining Prescription Advantage

Who Can Join:

You may join Prescription Advantage if you are a Massachusetts resident and you are:
1. Age 65 or older; or

2. Under age 65, work 40 hours or fewer per month, or not at all, and meet income and disability
guidelines.

Individuals receiving prescription drug benefits through Medicaid (MassHealth or CommonHealth)
cannot join Prescription Advantage.

When You Can Join:

For those age 65 to 66:
You may join at any time before your 66th birthday. If you submit your application up to three months
before you turn 65, the Plan will hold your application and process it as of your 65th birthday. Your
benefits will begin on the first day of the month following the complete processing of your application.

If you choose not to join during this period, you will have to wait until the next open enrollment
period.

For those age 66 or older:
You may join Prescription Advantage only during an established open enrollment period, unless you
qualify for an exception (see below). The next open enrollment period is September 1 through
September 30, 2004, for benefits beginning on or after November 1, depending on when your complete

application is received. If you choose not to join during this period, you will have to wait for the next
open enrollment period.

Exceptions for individuals age 66 or older:
Those who meet one of the following conditions will be granted an exception to the rules above:
1. Recently moved to Massachusetts; or
2. Involuntarily lost health care coverage; or
3. Recently became ineligible for Medicaid (MassHealth).
If any of these circumstances apply to you, you have up to six months from the date that the
circumstance occurred to submit an application. Your benefits will begin on the first day of the month
following the complete processing of your application.

For those under age 65:

You may join at any time, however, you must work 40 hours or fewer per month, or not at all, and meet
disability and income guidelines. Your benefits will begin on the first day of the month following the
complete processing of your application.

Please note: All deadlines are determined by the date the Plan receives your application, NOT when it is

post-marked. You should allow at least five business days and include the appropriate amount
of additional postage for first class mail to arrive.

1-800-AGE-INFO (1-800-243-4636) ® TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing o704
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PLAN INFORMATION

How To Complete this Application Form

PLEASE:

Read the instructions on pages 6-10 carefully before completing the
Application Form (pages i-iv).
e Remove pages i-iv marked “Application Form”.
e Answer all questions on the Application Form (pages i-iv).
e Submit the completed and signed Supplement A if you are
designating an Authorized Representative.
e Submit the completed and signed Application Form with all
required documentation to:

Prescription Advantage
PO. Box 15153
Worcester, MA 01615-0153

Submission of this Application Form will result in your membership
in Prescription Advantage upon approval.

If you have any questions about joining Prescription Advantage
or need assistance completing this Application Form,
please call Prescription Advantage customer service at:

1-800-AGE-INFO (1-800-243-4636), press “1”
TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing.

This Application Form is available in other formats upon request.
Assistance for non-English speakers is available.

07/04 1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing




INSTRUCTIONSS

A General Information

Please be sure to provide complete and accurate information where requested. If you have a spouse
who lives with you, you must complete the requested information for your spouse, even if he/she is not
applying at this time. The following questions correspond to the questions found on the Application
Form.

Question 1:  Are you age 65 but not yet age 66?

Individuals age 65 can join at any time before their 66th birthday. If you answer “Yes” to this
question, the Plan must receive your application prior to your 66th birthday.

If you answer “Yes”, skip to Question 4.
If you answer "No" to this question, please continue with Question 2.

Question 2:  Are you age 66 or older?

If you answer '"No" to this question, skip to Question 3.
y q p

If you answer "Yes" to this question, your opportunity to join Prescription Advantage
is limited and subject to the following conditions:

e In 2004, open enrollment is September 1 through September 30. If your application is
received between September 1 and September 30, your application will be processed and, if
complete, your benefits will begin on November 1, 2004.

e After September 30, 2004 , you will have to wait until the next open enrollment period to
apply, unless you qualify for an exception by answering “Yes” to Question 2a, 2b, or 2c.

Question 2a: Have you moved to Massachusetts within the past 6 months?

If you answer "Yes" to this question, please indicate the date you moved. You have 6 months
from the date you moved into Massachusetts to join. You must submit written documentation
(such as a utility bill from your prior residence) with this application that demonstrates you
were living in another state within the prior 6 months. The documentation must come from
an independent commercial or government entity and must show a valid date as well as your
previous address.

Question 2b: Have you involuntarily lost health care coverage within the past 6 months?

If you answer "Yes" to this question, please indicate the date you lost coverage. You have 6
months from the date you lost your health care coverage to join. You must submit written
documentation (such as a copy of your termination letter) with this application that

states you involuntarily lost health care coverage within the prior 6 months. The
documentation must include the reason why the coverage was terminated.

Question 2c:  Have you lost your Medicaid coverage within the past 6 months?

If you answer "Yes" to this question, please indicate the date you lost coverage. You have 6
months from the date you lost your Medicaid coverage to join. You must submit a copy of
your termination letter with this application to demonstrate that you have become ineligible
for Medicaid within the prior 6 months. The letter must include the date that the Medicaid
coverage was terminated.

1-800-AGE-INFO (1-800-243-4636) ® TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing o704



INSTRUCTIONSS

Questions 3 and 3a:

Question 4:

Question 5:

Are you under age 65 with a disability?

Individuals under age 65 with a disability can join at any time.

If you answer "Yes" to Question 3 and 3a, you must meet income guidelines (not more than
$17,503 for a single person, $23,481 for a two-person household) as well as the disability
guidelines listed below.

To meet disability guidelines, individuals under age 65 must: receive SSDI or SSI benefits;
receive Medicare benefits; have a certificate of blindness from the Massachusetts Commission
for the Blind; or have a determination of disability from MassHealth or CommonHealth.

If you or your spouse (if your spouse is joining) is under age 65 and has a disability according
to the above criteria, you must submit proof of the disability by attaching one of the following
items:

 a copy of a current Social Security Administration award letter for SSDI or SSI benefits

a copy of your Medicare card

a certificate of blindness from the Massachusetts Commission for the Blind

a copy of the determination of disability from MassHealth or CommonHealth (Medicaid)
written verification of SSDI or SSI benefits signed by an authorized Social Security Claims
Representative on Social Security letterhead

Who is applying?
If you are single, or married and you are the only spouse joining at this time, check the box

“You only”. If you are married, and both you and your spouse are joining at this time, check
the box “You and your spouse”.

Who lives in your household?

Members of your household include only: you, your spouse, if he/she is living with you, and
any dependent children age 0 to 18 who live with you. Household does not include any
adults other than your spouse, any non-dependent children, or any dependent children who
do not live with you. Please write the number of dependent children who live with you in the
space provided. If you have dependent children living with you, you must provide their
income documents. If your household is greater than two persons, please call Prescription
Advantage customer service for rate schedule information.

Questions 6 and 7:

Question 8:

Applicant and Spouse Information

Complete all the information requested for BOTH you and your spouse, if he/she lives with
you. Because we need to verify accurate household income information, which includes
income information from your spouse, you must provide the information about your spouse
even if he/she is not joining at this time. Residence street address cannot be a PO. Box. The
decision to provide your social security number is voluntary. Prescription Advantage current-
ly uses the social security number to obtain information regarding other state and federally
funded programs. M.G.L.c. 19A s. 39(g)

Are you a resident of Massachusetts?

Answer “Yes” if you are a Massachusetts resident. Answer “No” if you are not a
Massachusetts resident.

o+ 1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing




INSTRUCTIONSS

Question 9:  Are you a Veteran?
Answer "Yes" if you are a Veteran. Answer “No” if you are not.

Question 10:  Are you enrolled in Medicare?

Answer "Yes" if you are currently enrolled in Medicare and include a copy of your Medicare ID
card with your application.

B Prescription Drug Coverage

Complete this section fully if you or your spouse has any other health care coverage that pays for
prescription drugs, including Medicare HMOs or any Medicare supplemental plans. If you need more
space, please include a separate page that lists the information requested in this section.

Please note: It is your responsibility to determine the relationship between your current prescription
drug coverage and Prescription Advantage and decide what coverage (either or both) is
right for you.

Question 11: Do you have other health coverage that includes outpatient prescription drugs?

Answer “Yes” if you have health care coverage which includes outpatient prescription drug
benefits. If “Yes”, check the boxes to indicate which plan(s) you and your spouse currently
have. List any additional plans in the space provided or on a separate sheet.

Question 12:  Are you enrolled in a Medicare-approved drug discount card?

Answer "Yes" if you are currently enrolled in a Medicare-approved drug discount card.

Question 12a: Discount Card Sponsor

If you answered “Yes” to Question 12, write the name of the discount card sponsor(s). If you
and your spouse have different cards, please list both.

Question 12b: Medicare Transitional Assistance

If you answered “Yes” to Question 12, please indicate whether you currently receive Transitional
Assistance (the $600 annual Medicare credit) through your discount card. To qualify for this
credit your income cannot be more than $12,569 if you are single, or $16,863 if you are married.

C Income Verification

Question 13: Disclosure of Income/Consideration for reduced rates

Choose the top box if you are age 65 or older and do not wish to disclose your income. You
will be responsible for paying the maximum premium, deductible, co-payment, and out-of-
pocket limit amounts. If you choose not to disclose your income, skip the rest of Section C and
continue with Section D, Signature.

Choose the bottom box if you are under age 65 with a disability OR if you are age 65 or older
and would like to be considered for reduced premium, deductible, co-payment, and out-of-
pocket limit amounts based on your income. You must provide documents to verify your gross
annual household income. To assist you in determining which documents you must

provide with this Application Form, please answer Questions 14 and 15 and read the
accompanying instructions.

1-800-AGE-INFO (1-800-243-4636) ® TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing o704




INSTRUCTIONSS

Question 14:

Question 15:

Have any members of your household filed federal income tax returns
within the past 2 years?

If you answer “No” to this question, please continue with Question 15.

If you answer “Yes” to this question, you must send copies of the most recently signed and
filed federal income tax forms as verification of your gross annual household income.

Please submit a signed copy of one of the following forms for each household member who
has filed federal income tax returns in the last two years:

® 1040

1040A

1040EZ

TeleFile Tax Record (provided that the form contains a Confirmation Number-
Section N on the form)

For any members of your household who receive Social Security benefits, you must also send
copies of their Social Security 1099 forms or annual award letters from the Social Security
Administration for the same tax period.

Please continue with Question 15.

If your current income is substantially different from the income reflected on your federal income
tax returns, please enclose an explanation letter and updated documents that reflect your current
income. Please refer to page 10 or call Customer Service to determine what documentation must
be provided.

Income Table
Complete this Income Table for ALL members of your household.

For each type of income listed, indicate the amount you received in the past year, how much
your spouse received in the past year, and how much your dependent children, 0-18 years
old, received in the past year. Please put an “X” in any box on the Income Table that you are
leaving blank. If you do not file federal income tax forms, refer to the list on page 10 for
acceptable verification documents.

The Income Table must be completed by all members, whether or not you are submitting
federal income tax return(s) to verify your household income.

You must submit verification of your income if you wish to be considered for reduced
rates for premium, deductible or co-payment amounts, or if you are under age 65. You
may use any of the documents listed on page 10.

If you are submitting copies of your federaF

tax return(s) they must be signed.

o+ 1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing




INSTRUCTIONSS

C Income Verification

Question 11: Income Table (continued)

In addition to federal income tax returns, acceptable documents you can submit to verify your
income are listed below.

These documents should reflect all household income received in the past year. If you have any
questions, please call Prescription Advantage customer service at the number listed below.

If your income has changed since your federal income tax return was filed or you have not filed a
federal income tax return in the past two years, please use the table below to determine what documents
are appropriate to submit.

Social Security income. If you have Social Employment income. If your income includes full
Security income, please submit a copy of one of or part-time wages, please submit a copy of one of
the following: the following:
e Your annual benefit statement (SSA-1099 form) e Your W-2 form(s) or 1099 form(s)
*  Your annual award letter from the Social Security e Two recent pay stubs, that can be annualized
Administration e A statement from your employer on letterhead
e A benefit verification letter from the Social stating your annual wages
Security Administration detailing income If you are no longer working, please submit a letter
received in the past 12 months from your former employer stating last day worked.
You may request a benefit verification letter by ) .
calling 1-800-772-1213, 7 a.m. — 7 p.m., Monday Rental income. If you have rental income, please

submit a copy of one of the following:

e The rental lease that can be used to determine
your gross annual rental income

Pension income. If you have pension income, e A rental check that can be used to determine

please submit a copy of one of the following: your gross annual rental income

¢ Your annual benefit statement (1099 form)

e A letter from your bank stating the annual
amount of the direct deposit and the source

* Copies of two recent pension checks that can be
annualized

through Friday, or by contacting your local Social
Security Administration Office.

Capital gains. If you have capital gains income,

please submit a copy of one of the following:

*  Your 1099 form(s)

e A statement showing the full amount of the
capital gain received

Dividends and/or interest. If you have dividend or Unemployment. If you have unemployment
interest income, please submit a copy of one of the income, please submit a copy of the following:

following: e Your annual unemployment benefit statement
¢  Your 1099 form(s) (1099 form)

*  Your most recent year-end bank statement

e A letter from the bank on bank letterhead stating
the amount of interest earned in the previous Reminder: Please submit your most recently
year filed, SIGNED Federal Income Tax Return.

* Your annual interest or dividend statement

D Signature
Please read the signature page carefully, sign and date.

IMPORTANT - Please remember that if you have a spouse who lives with you, he/she must also sign
and date the signature page.

1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing  oos



Prescription Page i of iv
@ Advantage APPLICATION FORM Please complete

and return

Please refer to instructions on pages 6-7 when answering the following questions.

A General Information

; You Your Spouse
E 1. Are you age 65 but not yet age 66? dYes U No Oyes WNo
E 2. Are you age 66 or older? dYes UNo UYes WNo
i If “Yes”, answer the following three questions.

i a. Have you moved to Massachusetts within the past

E 6 months? Date you moved: / / dYes UNo Uyes UNo
E b. Have you involuntarily lost health care

i coverage within the past 6 months? dyes dNo yes dNo
i Date you lost coverage: / /

i c. Have you lost your Medicaid (MassHealth) coverage

i within the past 6 months? OYes dNo Oyes No
E Date you lost coverage: / /

E 3. Are you under age 65 with a disability? Oyes No Oyes WNo
E If “Yes”, answer the following question.

E a. Do you work 40 hours or fewer per month, or notatall? [ Yes [ No Oyes WNo
E 4. Who is applying? U You only U You and your spouse

i 5. Who lives in your household? U You only 1 You and your spouse

i L Dependent children 0-18 years old. How many?

i 6. Applicant Information

E Last name First name MI

E Residence address (no PO Boxes)

i Mailing address (if different)

i Telephone number Social Security number (voluntary) Date of birth

E Gender Medicare ID Number

i A Male A Female

E Race (optional) Preferred written language

o704 PO. Box 15153 ¢ Worcester, MA 01615-0153




Prescription Page ii of iv
@ Advantage APPLICATION FORM Please complete

and return

Please refer to instructions on pages 7-8 when answering the following questions.
7. Spouse Information

If you have a spouse who lives with you, you must complete this section even if your spouse is not
applying at this time.

Last name First name MI
Date of birth Gender Race (optional)
dMale U Female
Social Security number (voluntary) Medicare ID Number
You Your Spouse

8. Are you a resident of Massachusetts? dYes UNo dyes WNo
9. Are you a Veteran? dYes UNo dYes WNo
10. Are you enrolled in Medicare? dYes dNo dyes WNo

If “Yes”, please provide a copy of your Medicare card.

B Prescription Drug Coverage

Please note: It is your responsibility to determine the relationship between your current prescription
drug coverage and Prescription Advantage and decide what coverage (either or both) is right for you.

You Your Spouse
11. Do you have other health coverage that includes P

outpatient prescription drugs? Oyes ONo dyves WNo

If “Yes”, please check the box next to the plan(s) you
and/or your spouse belong to:

Medicaid (MassHealth or CommonHealth)

TRICARE (military health insurance)

Federal employee or retiree health insurance (FEHBP)
Blue Care 65

Fallon Senior Plan

Harvard First Seniority

CO00D000
OooooopDu

Tufts Secure Horizons

Medigap Plan (please list)

Other Plans (such as employer or retiree plans)

12. Are you enrolled in a Medicare-approved drug
discount card? dYes dNo dyes WNo

a) The name of your discount card sponsor is

b) If “Yes”, do you receive Transitional Assistance
(the $600 Medicare credit) through your discount
drug card? dYes dNo dyes WNo

PO. Box 15153 » Worcester, MA 01615-0153 07104




Prescription
Advantage

07/04

APPLICATION FORM

C Income Verification

Please refer to instructions on pages 8-10 when answering the following questions.

Page iii of iv
Please complete
and return

13. Please indicate whether you would like to be considered for reduced rates by providing your
income information. If you are under age 65 and have a disability, you MUST provide income

information.

Choose one:

 1am age 65 or older and do not wish to disclose my income. I understand that I will not be
considered for reduced rates. 1 understand that I will be responsible for payment of the
maximum premium, deductible, co-payment, and out-of-pocket amounts.

O 1am under age 65 with a disability, OR I am age 65 or older and wish to be considered for
reduced rates for premium, deductible, co-payment and out-of-pocket amounts based on my
income. I understand that I must submit income information.

14. Have any members of your household filed federal income tax returns within the past 2 years?

d Yes

If “Yes” please provide signed Federal Income Tax return.

U No

If your current income is substantially different from the income reflected on your federal income tax returns,
please enclose an explanation letter and updated documents that reflect your current income. Please refer to page
10 or call Customer Service to determine what documentation must be provided.

15. Income Table

Complete for ALL members of your household, including those who have filed federal income tax forms.

Type of income Your Your spouse’s Dependent children’s Combined
annual income ¥ annual income annual income = annual income
1. Social Security $ $ $ $
Note: Include the Part B
premium.
2. Pensions $ $ $ $
3. Dividends and/or interest $ $ $ $
4. Employment income $ $ $ $
5. Rental income $ $ $ $
6. Capital gains $ $ $ $
7. Other: $ $ $ $
please specify
8. Other: $ $ $ $
please specify

PO. Box 15153 ¢ Worcester, MA 01615-0153




Prescription Page iv of iv
@ Advantage APPLICATION FORM Please complete

and return

D Signatu K@ See page 10 for instructions.

Please read the following statements and sign and date the bottom of the page. Because we request accurate
verification of household income, which includes spouse’s income, your spouse must sign too if he/she lives
with you, even if he/she is not joining at this time.

I understand that the information provided for the purpose of determining eligibility or for coordinating
benefits is subject to verification.

I understand that Prescription Advantage has the authority to enroll me in the Medicare Transitional Assistance
program if I am eligible. I understand that I will have the right to decline participation in this federal program
in advance of the enrollment process.

Prescription Advantage shall maintain the confidentiality of my personal information to the extent required by
applicable law and regulation.

I understand that I must notify Prescription Advantage in writing within fifteen business days of any changes
to the information submitted on this application.

By signing and submitting this application, I certify that I want to join Prescription Advantage and
understand that I will be enrolled in the Plan upon the approval of this Application Form.

I understand and agree to abide by all policies, procedures and regulations of Prescription Advantage.

Under the penalties of perjury, I declare that the information submitted on this form and any accompanying
or supplemental information is true, complete and correct to the best of my knowledge and belief.

If you are acting on behalf of someone who is unable to complete this form because of a physical or mental
condition, by signing this form, you are declaring that the information submitted and any accompanying or
supplemental information is true, complete and correct to the best of your knowledge and belief.

X Date:
Signature of applicant (or applicants designee if the applicant is unable to complete this form)

X Date:
Signature of applicant’s spouse (or spouse’s designee if the spouse is unable to complete this form)

The applicant’s spouse must sign, if he/she lives with the applicant, even if he/she is not joining at this time.

This application cannot be processed unless both applicant and spouse sign the form.

PO. Box 15153 » Worcester, MA 01615-0153 07104




SUPPLEMENT A

AUTHORIZED REPRESENTATIVE

This form allows you to designate someone to make decisions for your
household regarding Prescription Advantage as well as have access to your
Protected Health Information. Protected Health Information includes all
enrollment, eligibility, billing, and prescription drug claims information.

If you want to grant someone the authority to act on behalf of you (and your spouse) please
read the detailed information below, fill out the necessary information, and sign where indicated.
If you and your spouse are both applying and you want someone to act on your behalf, you
both must agree to have an Authorized Representative designated for your household. You both
must agree to designate the same Authorized Representative, and you both must sign this form.

An Authorized Representative has the authority to make decisions for you (and your spouse)
about your Plan membership(s) and participation. For example, a member who has designated
an Authorized Representative can only terminate membership if the Authorized Representative
agrees.

Prescription Advantage will send your approval letter(s), identification card(s), member
notices, monthly bills, and all other Plan correspondence to your Authorized
Representative instead of to you.

By completing this form, you authorize Prescription Advantage to share all verbal and written
communication and personal data with your designated Authorized Representative.

You are not required to designate an Authorized Representative. If you
do not wish to have an Authorized Representative, do not complete this
supplement.

If you would like to designate an Authorized Representative, please complete
and sign the reverse side of this form and return it with your application.

If you have any questions about Authorized Representatives or how to complete this form,
please call Prescription Advantage customer service at 1-800-AGE-INFO (1-800-243-4636)
TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing.

oms  1-800-AGE-INFO (1-800-243-4636) ® TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing



SUPPLEMENT A

Authorization

I (We) designate the following person to be my (our) Authorized Representative and authorize
Prescription Advantage to release my (our) Protected Health Information to:

Name of applicant/member: Name of spouse Telephone number
Name of Authorized Representative (Please print): Telephone number
Address of Authorized Representative: City State Zip

If the designated Authorized Representative is someone who has legal authority to make decisions
on your behalf (such as a legal guardian or a person with power of attorney), please include
documentation to verify this status.

By signing this form to designate an Authorized Representative, I am indicating that:

e I understand this authorization covers my Protected Health Information, including all
enrollment, eligibility, billing, and prescription drug claims information.

e T understand that all Plan correspondence will go to my Authorized Representative instead
of to me. This includes approval letter(s), identification card(s), member notices, monthly
bills, and all other Plan correspondence.

e T understand that this designation will continue as long as I am a member of Prescription
Advantage unless I cancel or change this permission. I may do this at any time by sending a
letter to: Prescription Advantage, PO Box 15153, Worcester, MA 01615-0153.

e T understand that even if I cancel or change this permission, Prescription Advantage cannot
take back information that has already been released.

e T understand that after Prescription Advantage releases my information to my Authorized
Representative, it may no longer be protected by privacy law, and may be given out again by
the person to whom the information was released.

e T understand that my actions to designate, change, or remove an Authorized Representative
will not impact my ability to receive benefits from Prescription Advantage.

X Date:
Signature of applicant (or designee if the applicant is unable to complete this form)

X Date:
Signature of spouse (or designee if the spouse is unable to complete this form)

X Date:
Signature of Authorized Representative

PO. Box 15153 » Worcester, MA 01615-0153 07104



CHECKLIST

Did you remember to:

[_] Provide and attach proof of income if you or your spouse is applying for reduced

rates?

[_] Provide and attach proof of income and disability if you or your spouse is under

age 65 and has a disability?
[_] Sign and date the Application Form?
[_] Provide a copy of your Medicare card?

[_] Provide information about your spouse, including his/her signature, if he/she lives
with you, even if your spouse is not joining at this time?

[ Complete, sign and include the Supplement A if you wish to designate an

Authorized Representative?
[_] Make a copy of the Application Form for your records?

[_] Determine and apply the appropriate postage?

If you have any questions about joining Prescription Advantage or

need assistance completing this Application Form, please call
1-800-AGE-INFO (1-800-243-4636), TTY 1-877-610-0241
(toll free) for the deaf and hard of hearing.

Please send completed Application Form with required documentation to:

Prescription Advantage
PO. Box 15153
Worcester, MA 01615-0153

Insufficient postage may delay or prevent
the receipt of your application.

Administered by the Commonwealth of Massachusetts Executive Office of Elder Affairs

o+ 1-800-AGE-INFO (1-800-243-4636) * TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing



Prescription

Advantage

PO. Box 15153 » Worcester, MA 01615-0153
1-800-AGE-INFO (1-800-243-4636) * www.800ageinfo.com
TTY 1-877-610-0241 (toll free) for the deaf and hard of hearing
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Important! Please have this notice translated immediately.
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Important ! Faites traduire cette notice immeédiatement.
Mpoooyn! Mopokoedm PETOGPUOTE CUTO TO PUVTIIO CUECHE.
Enpotan! Tanpri fé tradwi anons sa a imedyatman.

Importante! Far tradurre immediatamente questo avviso.
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Importante! Favor mandar traduzir este folheto imediatamente.

Kpaitne paxcio! [lomanyiicra, nepesejiure 310 o0bARNEHHE HEMELIEHHO,

{Importante! Por favor traduzca este folleto inmediatamente.,
Quan trong! Xin vui ldng cho dich td théing bdo nay ngay.



